Introduction
Modern techniques of pain control, in particular the techniques developed by the hospices, have helped many people to a peaceful and pain-free end. There is still room for improvement, and hypnosis is one technique which can help the dying. It has the advantage of being quick and easy to use. It enables patients to function with a mind unclouded by medication. Everyone who wishes can obtain some help from its use.
Hypnosis might be more widely accepted if there was a satisfactory definition. There is no phenomenological definition of pain either. However, a useful working definition describes hypnosis as 'a consent state combining physiological and mental relaxation, in which the critical faculty of the conscious mind is by-passed to some degree' (Elman 1964 , Scott 1974 . It is a natural state, similar if not identical to the mental state of artists during creative periods and students during boring lectures.
The first induction of hypnosis should normally be achieved within three to ten minutes. Deeper hypnotic subjects often achieve considerable comfort and pain relief at the first session without direct suggestion. Direct suggestions may enhance these effects or induce them in patients who do not develop them spontaneously.
Any technique of induction may be used. The author favours that described by Elman (1964) in which eyelid relaxation and catalepsy cause rapid total physical and mental relaxation. The relaxation is then increased by direct suggestion attached to a simple manoeuvre such as. opening and closing the eyes several times, a process called 'compounding'. The patient is then asked to produce an artificial amnesia by blanking the mind for numbers. He may then produce further relaxation if so desired. Some patients like to do this by hallucinating a favourite scene.
Suggestions may be given in the hypnotic state for the patient to act on later (post-hypnotic suggestions). The most important of these is one which enables the patient to enter hypnosis rapidly and easily on subsequent occasions, with or without the therapist being present. Used by the patient alone, it is called autohypnosis. Relatives can also use hypnosis at the patient's request, using a signal, such as a single word, incorporated by the therapist as a post-hypnotic suggestion.
Case reports
Case 1: A woman of 62, who was dying of carcinoma of the bronchus, had severe pain in her back and side from spinal secondaries. This had not been eased by dihydrocodeine, dextropropoxyphene/paracetamol or phenylbutazone. Hypnosis was easily induced; she was able to anaesthetize her hand and transfer the numbness to her back. After four days she was more relaxed; her pain was controlled. Two months later when confined to bed she again requested hypnosis. She was taught autohypnosis, and spent many happy hours enjoying the hallucinated sun and sea at her favourite beach. Diamorphine linctus was the mainstay of her pain control. Hypnosis and autohypnosis were a constant source of comfort until she died. foot. She was depressed, weepy and suffering from insomnia. Hypnosis was induced easily. She was able to manipulate the pain on direct suggestion by the hypnotist. She was taught autohypnosis, and learned to enter it on a signal, the word 'peace'. The author saw her only once, but her husband and her general practitioner were able to give her the verbal signal and she was able to use it herself. Three weeks later her husband wrote: 'She has been much more relaxed since your consultation and does now seem to have the ability to relax and suppress some of the pain. Your help, and perhaps also the choice of the signal word, has shown me what can be done'. She lived another two months, relatively free of pain, only needing an occasional injection of hyoscine to dry up secretions.
Case 3: A man of 49 was dying of lung cancer. When referred for hypnosis he had lived for four years after a lobectomy. He had continuous severe pain in his left chest. This had not been eased by injections of local anaesthetic and alcohol into the nerve roots, or by diathermy and finally excision of the nerve roots at T4, 5 and 6. Acupuncture had also failed. He feared dying but not death; he worried for his family's future. He was extremely tense. He proved to be a very deep hypnotic subject. As is usual he was given ego-boosting to enhance his confidence in dealing with his illness. Suddenly he came out of hypnosis; he felt he was losing control. He was not used to being relaxed. The pain disappeared under hypnosis, but now returned. He was very annoyed by the suggestion that he should gain self confidence. His wife was told that hypnosis had failed to help him. Fortunately, this proved to be wrong. Hypnosis had reduced the pain to a background discomfort. The patient remained comfortable for the last eight days of his life, helped by two further sessions of hypnosis from his general practitioner, who had seen what had been done. Case 4: A child aged 9, being treated for Burkitt's lymphoma in a paediatric oncology department, was referred because she had become unmanageable. She was refusing the drip because the cytotoxic drugs caused continuous vomiting for several days each time. She was very apprehensive when first seen, but after a discussion lasting about three hours in all, the subject of death was discussed, in particular the fact that the doctors expected her to get better.
Hypnosis was induced easily and the registrar put up the cytotoxic drip. She was given only that one session of hypnosis. She was much more manageable thereafter with much less nausea and vomiting. Unfortunately, she died three months later.
Discussion
In each case, hypnosis was used in a simple, straightforward way with the object of producing pain control and reducing the side effects of chemotherapy. Benefit was produced by the initial hypnotic experience in each case.
In Case 1, hypnosis did not provide complete pain control and oral diamorphine was given as well. However, hypnosis enabled the patient to have a very happy and loving time with her family and friends because, without it, more diamorphine and sedation would have been needed.
In spite of the initial disappointment with Case 3, this patient achieved pain relief from his single session. The result might well have been better but for two factors. Firstly, the patient was so unused to being relaxed that relaxation removed his psychological defences. Secondly, during ego-boosting, he was upset by a simple misjudgment of his personality. This was a failure of the therapist rather than the therapy. Hypnosis does help children (Ambrose & Newbold 1956 , Gardner 1976 , Olness 1981 , Ellenberg et al. 1980 . The child dying of Burkitt's lymphoma (Case 4) was probably helped as much by discussing death as by hypnosis. Having spent so much time in a paediatric oncology ward, she was aware of the fact that other children died. She was expected to recover, so it was possible to tell her this in all honesty. Unfortunately she did not. She was a very deep hypnotic subject and undoubtedly benefited from the induction. This case demonstrates the importance and necessity of treating the patient as a whole person. Attempts at treating a symptom in isolation may well be less successful. It is difficult to talk about death with a child, as it often is with an adult (Toynbee 1982) . It is, however, necessary at times.
In four years there have been approximately 360 deaths in this four-partner practice. Of approximately 90 patients who died while in the author's care, 23 (25%) were treated with hypnosis. The others did not need it, either because drug control of symptoms was adequate, or their ability to concentrate was impaired. The degree of help received by these patients is difficult to assess; for some it appears to have been great, for others less.
It has been known for a long time that hypnosis can control pain. The reports of about 300 major surgical operations performed in India by James Esdale (1847) While the control of pain is the main objective in the treatment of terminal cancer (Sacerdote 1965) , it is but one facet of a clinical problem which is often dominated by failure of communication with the patient. Doctors may hide behind a professional facade, an attitude which can spread to the nursing staff, visiting relatives and even the hospital chaplain. The dying patient thus faces progressive emotional isolation when in most need of support.
The rapport developed between a doctor using hypnosis and a patient means that there is one person, at least, who is willing and able to provide the necessary emotional support (Sacerdote 1968 , Scott 1974 . This, of itself, can reduce the need for analgesic drugs and ameliorate other symptoms of advanced malignancy such as nausea, insomnia, dyspnoea and itching.
The literature on hypnosis and pain control contains many case reports, some of which make moving reading. Orne's (1980) attempt to clarify the different psychological processes involved in the hypnotic control of pain brings a scientific approach to the many problems surrounding the subject. He describes a most ingenious triple-blind experiment where it was possible to demonstrate that, for the more hypnotizable subjects, hypnosis had a much more profound effect on pain threshold and tolerance than a placebo. He also showed that the less hypnotizable subject derives considerable benefit from hypnosis. More important, perhaps, he wrote: 'Not only can the hypnotic induction procedure affect the patient directly, it may also radically change the way the physician behaves, which, in turn, can have profound effects on what the patient experiences'.
Sacerdote (1965) , Barber (1978) and Barber & Gitelson (1980) suggest that the advantage of using hypnosis to control cancer pain is that pain is alleviated without destructive or unpleasant side effects, leaving the patient's brain unclouded. In addition, morale and attitude may be enhanced, without developing tolerance to the hypnotic effects. The fear and side effects of special treatments are reduced.
Various strategies can be used in controlling pain hypnotically (Pettit 1979 , Barber & Gitelson 1980 . Apart from direct suggestion blocking the awareness of pain, another feeling such as warmth can be substituted for it, or the pain can be moved to another smaller area of the body. Time distortion can reduce the apparent length of time the pain is endured. More rarely, it is possible to dissociate a patient's body totally from his conscious awareness. It is frequently possible to distance a patient from his pain, so that the suffering component is less.
Hilgard & Hilgard (1975) pointed out that childhood experiences probably affect the learning of pain. Dogs reared in a restricted environment do not develop normal pain sensitivity; when exposed to a lighted match, for example, they burn their noses without withdrawing.
These dogs do not learn from experience. Surgical lesions of the medial thalamus, created to alleviate intractable pain, have an effect similar to some hypnotic techniques, in that they relieve distress without interfering with the sensory functions. These areas of the brain are sensitive to morphine.
The place of hypnosis in terminal care needs further consideration. On the evidence presented, it can assist in pain control, produce a more positive and more relaxed attitude in the patient towards his illness and, perhaps most important of all, it can improve the attitude and approach of the doctors and all who are concerned with the care of the patient.
